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The East Coast Cancer Directorate is proud to publish these GP Referral Guidelines for Suspected Cancer. The guidelines,
the first to be produced within the Irish Healthcare System, have been developed in response to a need identified by general
practitioners in the East Coast Area Health Board.

The guidelines were produced through a process of collaboration and partnership between the East Coast Cancer Directorate,
the East Coast Area Health Board, the Irish College of General Practitioners, hospital consultants, general practitioners and
GP Unit doctors. The hard work and commitment of all participants is acknowledged in the development of these guide-
lines.

The Cancer Strategy (1996) and later the strategy evaluation (Deloitte 2003) identified the need for links between the
general practitioner and all levels of care. At a broader level, the Health Strategy ‘Quality and Fairness - A Health System
for you’  (2001) outlines the goals of better health for everyone, fair access, responsive and appropriate care delivery and
high performance.  These guidelines represent a move towards achieving these goals for patients, by ensuring that our
health services are delivered in an equitable and appropriate manner.  

The introduction of these guidelines also supports the national policy framework through integrated planning and provision
of services. The Primary Care Strategy ‘A New Direction’ (2001) recommends greater integration between primary and
secondary care, via local arrangements for referral, care pathways, shared care and access to diagnostic services.  The
National Task Force on Medical Staffing (Hanly 2003) recommends that close links should be developed between the hospital
services and primary care.  

The central aim of the guidelines is to facilitate appropriate referral between primary and secondary care services for
patients whom a GP suspects may have cancer.  The guidelines will assist GPs in identifying those patients who are most
likely to have cancer and who require further assessment by a specialist.  

The development of the clear criteria for referral to specialist services will be beneficial by ensuring that patients are not
sent for further investigations unnecessarily and that those who are suspected of having cancer will be seen more quickly.

We are confident that the quality of care for cancer patients in our Area will be significantly enhanced by this initiative.  We
consider that the guidelines, which are built on a firm foundation of clinical judgement, knowledge and research, will serve
their users and ultimately the patient well. 

Mr Martin Gallagher Mr. John Hyland Dr Michael Flynn
Chief Executive Officer Director Vice President
East Coast Area Health Board East Coast Cancer Directorate  Irish College of General Practitioners
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The National Cancer Forum which was established in
Ireland in 1997 appointed a Director of Cancer Services in
each Health Board area with responsibility for organising
and auditing the Board’s cancer services on a continuing
basis. The functions of the Director include promoting and
developing protocols, in line with the 1996 Cancer Strategy,
for general practitioners for referral to and from hospital,
and referral to palliative care.

The East Coast Cancer Directorate was established in the
East Coast Area with representatives from all hospitals in
the area providing services for patients with cancer, the
Irish College of General Practitioners and the East Coast
Area Health Board. 

The East Coast Cancer Directorate has developed these
referral guidelines in consultation with Hospital Consultants,
General Practitioners, GP Unit Doctors and the Irish
College of General Practitioners, in response to a need
identified by General Practitioners in our Board.
There is a total of 245 GPs in the East Coast Area Health
Board (169 GMS and 76 private).

1.  Objectives for the development
of GP Referral Guidelines for
Suspected Cancer

• To facilitate appropriate referral between primary and
secondary care for patients whom a GP suspects may
have cancer.

• To promote better quality of care for the people of our area.
• To improve cooperation and communication between

general practice and the acute hospital sector.
• To develop a series of guidelines for dissemination to all

GPs in our Board.

2.   National Policy Framework
The Cancer Strategy (1996) emphasises the need to
develop close links between general practitioners and all
levels of care.  It is recognised that in referring patients
with cancer, the GP must be assisted in referral to the
most appropriate point of treatment.

In an evaluation of the 1996 Cancer Strategy (Deloitte
2003), a key recommendation states that “Primary Care,
including the role of the GPs needs greater development
of support mechanisms”. 

The following four goals of the Health Strategy ‘Quality
and Fairness – A Health Strategy for You’ (2001) overarch
the development of the health services in Ireland.  
Goal No. 1 Better health for everyone
Goal No. 2 Fair access
Goal No. 3 Responsive and appropriate care delivery
Goal No. 4 High performance

The Primary Care Strategy ‘A new direction’ (2001) recom-
mends greater integration between primary and secondary
care via local arrangements for referral, care pathways,
shared care and access to diagnostic services. 

The Report of the National Task Force on Medical Staffing
(Hanly 2003) “recognises the important contribution that
primary care and general practice can make to the provi-
sion of quality patient care and to reducing inappropriate
demand on the hospital sector”. 

The National Cancer Forum is currently developing a new
cancer strategy.

The GP Referral Guidelines for Suspected Cancer are
consistent with national policy through:
• Facilitating appropriate referral between primary and

secondary care.
• Improving cooperation and communication between

general practice and the acute hospital sector.
• Promoting a better quality of care through care pathways

for the population in our area.
• Monitoring and evaluation of these guidelines.

3.   Site-specific Cancers
The guidelines have been developed for 5 of the most
common invasive cancers.  While the commonest cancer
is non-melanoma cancer of the skin, these guidelines are
developed initially for the 5 cancers with the highest
mortality in our Board. (ref. National Cancer Registry,
Cancer in Ireland 1994-2002), published 2003.

5 cancers with highest mortality in our Board:
• Breast cancer
• Colorectal cancer
• Gynaecological cancers
• Lung cancer
• Prostate cancer

Introduction
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Cancer Incidence and Mortality in Ireland 2002

Table 1*  Cancer Incidence in Ireland in 2002

Table 2*  Cancer Mortality in Ireland 2002

*Source: Cancer in Ireland 1994-2002, National Cancer Registry, 2003

Formal multidisciplinary teams (MDTs) are becoming estab-
lished within the cancer services.These formal MDTs have
been established for some site-specific cancers within a
number of hospitals. The MDT meetings are scheduled on
a weekly, fortnightly or monthly basis, with all relevant
disciplines and professionals participating and contributing
to decisions on the clinical management of each patient.

4.   Process
These guidelines were developed through consultation with
five hospital consultants and  general practitioners in the East
Coast Area Health Board. 169 General Practitioners were
invited to participate.  27 responded with an interest in
participating in one or more of the sub-groups.  

Sub-groups for each site specific cancer were formed.  Each
sub-group was chaired by the relevant consultant for the
site specific cancer.  (see appendix iv for membership).

The consultation process for drawing up these guidelines
was undertaken between September 2003 and May 2004.

A literature review was carried out.  Relevant literature
was disseminated and discussed by each sub-group.
(Appendix IV).

The sub-groups were asked to consider:
• The need for Referral Guidelines for Suspected Cancer.
• What individual factors or combinations of factors could

best discriminate between patients who do or do not
have cancer?

• Evidence base/International best practice.
• Implementation of the guidelines in practice.
• Audit of guidelines.

5.   When to refer
Members of the sub-groups were aware of the need to
achieve a balance when setting criteria for referral. If the
threshold was set too high, this could result in patients
with a significant possibility of having cancer being excluded.
In contrast, if the threshold was set too low, a very large
number of patients could be unnecessarily referred, causing
anxiety for the patient and increasing demands on the
hospital system. The indicators within the guidelines on
when to refer reflect clinical judgement and evidence from
published literature in this area. The level of the threshold
will be reviewed following an audit and review process.

6.   Primary Care perspective
The incidence of all invasive cancers (excluding non
melanoma skin cancer)  in Ireland in 2002 was 13,087.
(Cancer in Ireland 1994-2002, National Cancer Registry).  

The task for the GP is to differentiate between patients
whose symptoms may be due to cancer and the much larger
number of patients with similar symptoms arising from
other causes.  For certain symptoms it may be entirely
appropriate for a GP to continue to assess and observe
for worsening of symptoms. 

7.  Format
The guidelines are presented for 5 of the most common site-
specific cancers – breast, colorectal, gynaecological, lung
and prostate. 

For each site-specific cancer, the guidelines are set out as
follows:
(i)   Key points about incidence, mortality and typical age

profile on presentation of relevant cancer
(ii) Guidelines for referral – typical presentation
(iii) Mechanisms for referral to specialist team
(iv) Multidisciplinary team (MDT) established

2

Cancer Overall Male Female
1 Non-Melanoma 

Skin Cancer 5128 2687 2441
2 Breast 1936 15 1921
3 Colorectal 1858 1078 780
4 Prostate 1571 1571 -
5 Lung 1564 944 620
6 Ovarian 358 - 358

Cancer Overall Male Female
1 Lung 1404 863 541
2 Colorectal 952 563 389
3 Breast 615 - 615
4 Prostate 540 540 -
5 Ovarian 260 - 260



8.  Metastasis 
Some patients present to their General Practitioners with
clinical or radiological features suggestive of metastatic
cancer (e.g. with features suggestive of bone, lung or liver
secondaries) but with no obvious primary tumour.  Some
of these patients will require emergency admission to
hospital.  In other cases urgent referral will be appro-
priate, the route of referral being at the discretion of the
General Practitioner.

9. Audit and Review of the Guidelines
It is anticipated that through careful monitoring of the
Guidelines in practice, a considerable amount of new data
will be collected which will be used to review the guidelines.
It is planned that the guidelines will be reviewed when at
least one years data will be available for each site specific
cancer. A certain amount of base-line information will be
required prior to the introduction of the guidelines.

In monitoring the guidelines, the following information may
be sought: 
• How many patients are referred in each site-specific

cancer?
• How many cases are there in each site-specific group?
• What proportion of referrals are subsequently found to

have cancer?
• What is the impact of the guidelines on total number of

referrals to OPD clinics?
• How many patients who are not referred are subse-

quently found to have cancer?  (either presenting via
outpatient clinics or as emergencies).

In the audit of the Guidelines, the following information
may be sought:
• Do GPs find the guidelines useful?
• How frequently do GPs adhere to the guidelines when

making a referral for suspected cancer?
• Which combinations of age, symptoms, signs, etc. yield the

highest/lowest diagnostic ratios amongst referred cases?
• What are the characteristics of patients with cancer who

present as routine cases?
• Are referrals in line with agreed referral criteria?

Hospital clinicians will need to audit the appropriateness of
the referral against agreed referral criteria, and to feed
back information to management and to referring GPs.

10. Medico-legal issues
The medico-legal implications for referral guidelines are
the same as those for other forms of guidance i.e. the
referral guidelines are not mandatory but represent
guidance on the best available evidence.  Clinical judge-
ment will, in addition to guidelines, play an important part
in reaching any clinical decision.

11. Psychosocial Distress
Advances in the treatment of cancer in the past 30 years
have significantly improved survival rates, rates of cure,
and reduced the likelihood of recurrence of cancer.  These
advances in cancer therapeutics have led to a new gener-
ation of patients with cancer who have to cope psycho-
logically with living with cancer in a different and more
complex way than in times past.  The field of psycho-
oncology has been established to research and clinically
address these psychosocial needs of cancer patients.

The East Coast Cancer Directorate feels it appropriate to
introduce referral guidelines for psychosocial distress in
relation to cancer and have taken this opportunity to
include the guidelines within this document.  

The development of the psychosocial guidelines was led
by a Senior Clinical Psychologist and followed the same
process as the development of the guidelines for site-
specific cancers.  

12.  Acknowledgements
The East Coast Cancer Directorate acknowledges previous
work carried out by the NHS Executive, the Scottish
Executive Health Department and the Scottish Cancer
Group on which the format of these GP Referral Guidelines
for Suspected Cancer is based.

Diagram – ‘Incidence of breast cancer and benign conditions
against age’ from ‘Guidelines for referral of patients
with breast problems’ reproduced with kind permis-
sion from authors Prof. Joan Austoker, Prof. Robert Mansel,
Prof. Michael Baum, Dr. Richard Sainsbury,  Prof. Richard
Hobbs. NHS Cancer Screening Programme (2003)

Algorithms -
• Guidelines for Diagnosing Benign Prostatic Hyperplasia

(BPH)
• Guidelines for Diagnosing Prostate Cancer 
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From ‘Shared Care for Prostatic Diseases’ repro-
duced with kind permission from authors Roger S. Kirby
FRCS, John M Fitzpatrick, Michael G Kirby MbBS.  Martin
Dunitz/Taylor & Francis Group plc. (2001)

Distress Thermometer (DIS-A) Figure (distress screening
tool) reproduced with permission from the National
Comprehensive Cancer Network (NCCN) Distress
Management Guidelines, The Complete Library of NCCN
Clinical Practice Guidelines in Oncology [CD-ROM].
Jenkintown, Pennsylvania: National Comprehensive Cancer
Network, March 2004.  To view the most recent and
complete version of the guideline, go to www.nccn.org 
Permission for reproduction/down-loading is granted for the
period April 2004 to March 2007. 
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Key Points

• Incidence: Approximately 1,936* new cases per annum
in Ireland. Overall, breast cancer is the most common
cancer in Ireland (excluding non-melanoma skin cancer).*
In an analysis of 1994-1997 figures from the National
Cancer Registry, breast cancer incidence in the East Coast
was 12% higher than the regional average. § 

• Mortality: Approximately 615* deaths from Breast
Cancer in Ireland in 2002.  Breast cancer is the
commonest cause of cancer death in women in Ireland*.
In an analysis of 1994-1997 figures from the National
Cancer Registry, mortality from breast cancer in the East
Coast was 4% below the regional average.‡

• Age: Incidence increases with age. Only 5% of cases
occur before 40 years of age.

* National Cancer Registry 2003  ‘Cancer in Ireland 1994 – 2002. Incidence,
Mortality, Treatment and Survival’.

§ Cancer Incidence in the Eastern Region, 1994-1997, Department of Public
Health, Eastern Regional Health Authority (2002).

‡ Mortality in the Eastern Region 1994-1998. Department of Public Health,
Eastern Regional Health Authority (2002).

Other breast problems include:

Diffuse nodularity: common in all age groups up to
50 years.

Fibroadenoma: peak age range 20 – 30 years.
Cysts: peak age range 40 – 60 years.
Breast pain/mastalgia: pain alone is a very uncommon

presentation of Breast Cancer.

Presenting features of symptomatic
cases of breast cancer:

Lump: 90%
Painful lump: 20%
Nipple change: 10%
Skin contour change: 5%
Nipple discharge: 3%

1. Breast Cancer
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Guidelines for referral of patients with breast problems, NHS Cancer Screening Programme (2003), reproduced with kind permission from authors Prof. Joan Austoker,
Prof. Robert Mansel, Prof. Michael Baum, Dr. Richard Sainsbury,  Prof. Richard Hobbs.

Incidence of breast cancer and benign conditions against age
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Breast Cancer –
Referral
Guidelines
Urgent Referrals

• Patients with a discrete lump (unilateral, distinct, separate
mass) in the appropriate age group (i.e. age over 30 years).

• Asymmetrical nodularity that persists at review after
menstruation, in patients over 35 years.

• Grave signs which are highly suggestive of cancer, such as:
- Ulceration
- Skin nodule
- Skin distortion
- Nipple eczema
- Recent nipple retraction or distortion (less than

3 months)
- Lymphadenopathy

Conditions requiring early referral
– but not necessarily urgently

• Lump: Discrete lump (unilateral, distinct, separate mass)
in a younger woman (i.e. age under 30 years)‡

- Abscess
- Persistently refilling or recurrent cyst

or

• Pain: Intractable pain not responding to reassurance
and simple measures, such as wearing a well supporting
bra, caffeine avoidance and common drugs.

or

• Nipple Discharge:
- Age under 50 with bloodstained discharge.
- Age over 50 with any nipple discharge.
- Patients with unilateral discharge.

‡ Typical clinical fibroadenomas in young women may not require early referral.

8



Mechanisms of GP Referral for 
Suspected Breast Cancer

Referral letters, in legible writing, to:

Breast Clinic Appointments,
St. Vincent’s University Hospital,
Elm Park,
Dublin 4.

Fax: 01-277 3678

Multidisciplinary team established ✓

� Post ✓

� Fax ✓

� Phone ✗

� E-mail ✗

9
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2. Colorectal Cancer
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Key points

• Incidence: Approximately 1,858* new cases per annum
in Ireland.  Overall, colorectal cancer is the second most
common cancer in Ireland (excluding non-melanoma skin
cancer). In an analysis of 1994-1997 figures from the
National Cancer Registry, colorectal cancer incidence in
the East Coast was 5% below the regional average for
males and 2% higher than the regional average for
females.§

• Mortality: Approximately 952* deaths from Colorectal
Cancer in Ireland in 2002. In an analysis of 1994-1997
figures from the National Cancer Registry, colorectal
cancer mortality in the East Coast was 4.5% lower than
the regional average‡ . 

• Age: 99% colorectal cancers occur in patients aged >40
years.
85% colorectal cancers occur in patients aged > 60 years.

* National Cancer Registry 2003  ‘Cancer in Ireland 1994 – 2002. Incidence,
Mortality, Treatment and Survival’. 

§ Cancer Incidence in the Eastern Region, 1994-1997, Department of Public
Health, Eastern Regional Health Authority (2002).

‡ Mortality in the Eastern Region 1994-1998.
Department of Public Health, Eastern Regional Health Authority (2002).

Colorectal 
Cancer – Referral
Guidelines

Higher Risk Criteria

Symptoms Age Threshold
Rectal bleeding/tenesmus WITH 
a change in bowel habit for 
at least 4/52 All ages
Persistent rectal bleeding persistently 
WITHOUT anal symptoms Over 60 years
Change of bowel habit for at 
least 4/52 Over 60 years
Patients with easily palpable 
abdominal rectal mass All ages
Patients with unexplained iron 
deficiency anaemia

< 10.5gm/dl in men All ages 
<  9.5gm/dl in women Post menopausal

Symptomatic with family history 

Low Risk Criteria

The risk of cancer is never zero in asymptomatic patients,
as shown by screening studies.

All low risk patients with persistent symptoms not
responding to treatment, or recurring after treat-
ment has stopped, should be referred to routine OPD.

• Rectal bleeding with anal symptoms. 
• Rectal bleeding with obvious external visible cause -

prolapsed piles, rectal prolapse, fissure.
• Transient altered bowel habit for less than 6 weeks.
• Abdominal pain not associated with other high-risk

symptoms.

2. Colorectal Cancer
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Colorectal Cancer Referral Pathways
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High Risk 
Symptoms

Low Risk 
Symptoms

Become high risk

Routine OPD Urgent OPD
Urgent Referral -

OPD or endoscopy

Symptoms persistent
for 3 months

“Treat, Watch
and Wait”

With other
worrying features

Remain low risk



Mechanisms of GP Referral for
Suspected Colorectal Cancer

Send referral letter by post to:

1.  Mr. John Hyland,
Colorectal Clinic, Outpatients Appointments, 
St. Vincent’s University Hospital, 
Elm Park, Dublin 4.

or

2.  Prof. Diarmuid O’Donoghue,
Department of Gastroenterology, 
St. Vincent’s University Hospital, 
Elm Park, Dublin 4.

or

3.  Dr. Hugh Mulcahy,
Department of Gastroenterology, 
St. Vincent’s University Hospital, 
Elm Park, Dublin 4.

Alternatively, addressing your letter to the
Colonoscopy Clinic, without specifying a
particular consultant, ensures that a patient
will be given the first appointment available.

Post to:
Colorectal Clinic,
Outpatients Appointments,
St. Vincent’s University Hospital,
Elm Park,
Dublin 4.

Multidisciplinary team established ✓

� Post ✓

� Fax ✗

� Phone ✗

� E-mail ✗

15
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3. Gynaecological  Cancer
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Key Points

Cancers of the ovary, endometrium and cervix are the
fourth, fifth and sixth most common cancers in women
(excluding skin cancers) after cancer of the breast, lung
and bowel.  Despite this, the average GP will see only one
new patient with ovarian cancer about every five years and
patients with other gynaecological cancers less frequently.  
Recognition of women at risk of gynaecological cancer and
referral to a specialist service with early review is of funda-
mental importance in the management of these women.

• Incidence* New cancer cases per year in
Ireland 1994-1998
Ovary 312 
Endometrium 205
Cervix 177
Vulva 32
Vagina 9

• Mortality* Cancer deaths per year in Ireland
1994-1998
Ovary 218 
Endometrium 44 
Cervix 75
Vulva 13 
Vagina 3

• Age† These cancers are usually more
common in older women but cervical
cancer in particular is equally common
in younger women.

* The National Cancer Registry. Cancer in Ireland 1994-1998. (2001)

† All-Ireland cancer statistics 1994-1996: a joint report on incidence and
mortality for the island of Ireland. National Cancer Registry (Ireland), Cork and
Northern Ireland Cancer Registry, Belfast (2002). 

Gynaecological
Cancers:
Guidelines for
Urgent Referral

1. Lesion suspicious of cancer 
of the cervix or vagina on
speculum examination.

2. Lesion suspicious of cancer 
on clinical examination of the
vulva.

3. Palpable pelvic mass, which 
on bimanual examination is 
not obviously fibroids.

4. Suspicious mass on pelvic 
ultrasound.

5. Abnormal Vaginal Bleeding 
Urgent Referral (within 2 weeks)
• Any heavy postmenopausal bleed (PMB) in women aged

>55 years who are not on HRT .
• Unexpected or prolonged bleeding occurring on HRT and

which persists for more than 4 weeks after stopping HRT.
Early Referral (within 4 weeks)
• PMB in women under 55 years and unexpected bleeding

in women on Tamoxifen treatment for breast cancer.

6. Postcoital bleeding (PCB)
Urgent Referral (within 2 weeks)
• Postcoital bleeding occurring in women aged > 35 years

which persists for longer than 4 weeks.
Early Referral (within 4 weeks)
• Repeated unexplained postcoital bleeding.

3. Gynaecological Cancers

19
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Referral of asymptomatic women
with abnormal cervical smears

Cervical Screening
The East Coast Area is not currently included in the Irish
National Cervical Screening programme. Consequently
organised mass screening does not exist in the area.
Opportunistic cervical screening does exist but while the
accurate identification and treatment of cervical intraep-
ithelial neoplasia (CIN) reduces the risk of cancer in the indi-
vidual by 90%, there is no research to show that this form
of screening is cost effective nor that it will reduce the in-
cidence or mortality associated with cervical cancer in the
general population. Women with abnormal cervical smears
are referred to colposcopy.  

The Colposcopy Clinic at the National Maternity Hospital
is the only one in the region and saw 976 new patients in
2002.  Six hundred and thirty two women were treated,
over ninety percent of whom were treated under local
anaesthetic as outpatients. Four hundred and fifty six
women had high grade CIN and twenty-five women were
diagnosed with invasive cervical cancer. A continuous
process of quality assurance is in operation through the
workings of a multidisciplinary clinical governance commit-
tee and the clinic has undergone a quality assurance visit by
the ISCP in 2003.

Referral to Colposcopy Clinic, National Maternity
Hospital, Holles Street
Referral letter should be faxed to Colposcopy Clinic, Fax.
637 3191, for the attention of Ms. Clare Harney/ Ms.
Maureen Ward, Administrative Officers.

Appointments are allocated according to BSCCP guide-
lines as follows:
1. Patients with a smear suggestive of invasive cancer are

reviewed within two weeks.
2. Patients with a smear suggestive of 

a) CIN2 or CIN3, 
b) borderline query high grade, or 
c) glandular intraepithelial neoplasia 
are allocated an appointment as close to within four
weeks of receipt of letter as possible.

3. Patients with low grade smear abnormalities are seen in
turn.

Symptoms suggestive of
Gynaecological Cancer 

1.  Lesion suspicious of cancer of the cervix or
vagina on speculum examination

Suspicious lesions of the cervix are usually red, soft and
fleshy or red, hard and irregular. It is important to do a
speculum examination on women with intermenstrual
bleeding or women with continuous ‘non-stop’ periods.
The fact that a smear test can not be performed in these
circumstances should not preclude a prompt speculum
examination. The presence of a smelly discharge should
lead to a speculum examination and a high vaginal swab.
The term suspicious cervix should exclude:
• Simple nabothian cysts
• Cervical ectropions
• Bleeding at the time of a cervical smear in the absence of

other features
• Women post treatment with LLETZ who commonly get

a doughnut shaped red ring around the cervical os which
is normal

• Warts on the cervix or vagina which are usually pink or
white in colour.

2. Lesion suspicious of cancer on clinical examina-
tion of the vulva

Cancer of the vulva is an uncommon condition. Lesions
are generally hard and can be ulcerated. If there is any
doubt, a referral should be sent for an urgent specialist
assessment.  Women who present with pruritis vulvae
should undergo a pelvic examination including a high vaginal
swab to exclude a chronic vulval dystrophy, some of which
can progress to Vulval Intraepithelial Neoplasia (VIN). 
Evidence of chronic dystrophy in the presence of persistent
symptoms of pruritis vulvae should be referred for an early
gynaecological assessment (within 4 weeks).

3. Palpable pelvic mass which on bimanual exami-
nation is not obviously fibroids

Currently, it appears that the best way to detect early
ovarian cancer is for both the patient and her clinician to
have a high index of suspicion of the diagnosis in the symp-
tomatic woman. In evaluating symptoms, physicians should
perform a physical examination, including a pelvic examina-
tion. In premenopausal women with symptoms, a CA 125
measurement has not been shown to be useful in most
circumstances. In postmenopausal women with a pelvic
mass, a CA 125 measurement may be helpful in predicting
a higher likelihood of a malignant tumor than a benign
tumor, which may be useful in making consultation or
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referral decisions or both. Referral to hospital should
take place before the results of the CA 125 are avail-
able. In a case where a pelvic mass is not obviously a
fibroid uterus, the ultrasound examinations are best organ-
ised by the gynaecology service. A woman with a suspi-
cious or persistent complex adnexal mass requires surgical
evaluation by a gynaecologist trained to appropriately stage
and debulk ovarian cancer. Data suggest that currently
available screening tests do not appear to be beneficial for
screening low-risk, asymptomatic women.1

4.  Suspicious mass on pelvic ultrasound
The occurrence of an ovarian cyst of itself does not warrant
a gynaecological referral. The risk of malignancy in uniloc-
ular ovarian cystic tumors less than 10 cm in diameter in
women 50 years old or older is extremely low2,3. The
majority will resolve spontaneously and can be followed
conservatively with serial transvaginal ultrasonography. In
contrast, complex ovarian cysts with wall abnormalities or
solid areas are associated with a significant risk of malig-
nancy3.  

5.  Abnormal Vaginal Bleeding
Urgent Referral (within 2 weeks): 
• Any heavy postmenopausal bleed (PMB) in women aged

>55 years who are not on HRT 
or 
• unexpected or prolonged bleeding occurring on HRT and

which persists for more than 4 weeks after stopping HRT.
Early Referral (within 4 weeks):  
• PMB in women under 55 years and unexpected bleeding

in women on Tamoxifen treatment for breast cancer.

Although endometrial cancer has a comparatively low
mortality rate compared with other gynaecological
cancers, it is capable of aggressive behaviour.
Endometrial cancer is uncommon in premenopausal
women. The incidence rises with age and is significantly
increased when there is exposure to unopposed
estrogen, including hormone replacement therapy
(HRT). Even when HRT is given in the form of estrogen
and cyclical progesterone, there is probably some
increased risk. The long-term use of tamoxifen for
breast cancer is also associated with an increased inci-
dence of endometrial cancer. Transvaginal ultrasound
and pipelle or hysteroscopy endometrial biopsies are
tending to replace the traditional dilation and curet-
tage in establishing a diagnosis4. There is scope for the
further development of transvaginal ultrasound services5

in addition to the establishment of outpatient
hysteroscopy clinics6 within the region. These improve-
ments would be very useful in improving the current
service.

6.  Postcoital bleeding (PCB) 
Urgent Referral (within 2 weeks): 
• Post coital bleeding occurring in women aged >35 years

which persists for longer than 4 weeks
Early Referral (within 4 weeks):  
• Repeated unexplained post coital bleeding

Comment: Post coital bleeding in young women is 
associated with Chlamydia infection. These women should
be tested and consideration be given to referral to a
Genitourinary Medicine service.
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Information on referral of women
with Suspected Gynaecological
Cancer

Background
The 1996 Cancer Strategy produced by the Department of
Health aims to provide services for oncology patients
including gynaecological oncology which are patient-centred
and are of a high quality and based on an integrated multi-
disciplinary approach.

The services should be based on current best practice using
therapeutic regimens which are likely to produce best results.

This implies that agreed mechanisms of referral for a patient
at risk of gynaecological cancer be in place and communi-
cations between the doctor doing the initial assessment and
the oncology clinic and the GPs and other ancillary services
be of high quality.

The assessment of patients with symptoms suggestive of
some gynaecological cancers can take place in all hospitals
in the region but the treatment of established gynaecolog-
ical cancers and pre-cancers in the East Coast Area are
centred in the National Maternity Hospital, St. Vincent’s
University Hospital and St. Luke’s Hospital.

Services within the East Coast Area

Gynaecological Cancer Services
Most Gynaecological cancers in the region are treated in
one of three units:

National Maternity Hospital, Holles Street – Cervix,
endometrium, ovary, vulva and trophoblastic disease.

Facilities
• Three gynaecologists with a special interest in gynaeco-

logical cancer surgery.
• Four gynaecologists are accredited colposcopists (BSCCP).
• A radiology consultant-led transvaginal scanning service

for the investigation of women with suspected endome-
trial or ovarian cancer.

• Weekly clinic with a Medical Oncologist who supervises
on-site chemotherapy for women diagnosed in NMH.

• Monthly multidisciplinary Colposcopy Pathology Conference
(CPC) with full discussion of all new and recurrent cases.

• An oncology nurse specialist as well as the regional cancer
nurse coordinator.

• A colposcopy sister as well as a trainee nurse colposcopist.
• Access to ancillary services including the Social Work

Department, Uro-gynaecology, Psychiatric Liaison referral,
as well as psychosexual counselling and physiotherapy. 

• Dedicated secretarial staff with agreed protocols for facil-
itating urgent referrals.

St Vincent’s University Hospital: The gynaecological
cancers treated at St Vincent’s University Hospital are
mainly endometrial and ovarian cancers. Surgically treat-
able cervical and vulval cancers are generally referred to the
National Maternity Hospital for treatment. However,
advanced or recurrent cervical and vulval cancers are
looked after in conjunction with other teams.

Facilities
• Three Gynaecologists with a special interest in gynaeco-

logical cancer surgery.
• On-site facilities for a wide range of radiological investi-

gations.
• On-site Medical Oncology service with specialist oncology

nurses.
• On-site radiotherapy with radiotherapy liaison service.
• On-site bowel, urology and plastic surgery teams where

required.
• On-site palliative care team which is consultant led.
• Services of the Cancer Nurse Coordinators.
• New Psycho-oncology unit being developed.

St Luke’s Hospital: Primary treatment of advanced cervical
cancer and some selected endometrial or vulval cancers. In
addition, adjuvant treatment of endometrial, cervical and
vulval cancers is available. The majority of women are
referred to St Luke’s Hospital, not as primary referrals from
GPs but from other hospitals. Specific services for the
management of women with gynaecological cancer include:

• Cancer Nurse Specialist in Gynaecological Oncology and
women’s health.

• Lymphoedema Management Cancer Nurse Specialist.
• On-site Palliative Care.

St Columcille’s and St Michael’s Hospitals:
Gynaecology services at St. Columcille’s and St Michael’s
Hospitals are consultant led and offer an urgent diagnostic
service for the investigation of women with suspected
endometrial cancer. Most cancers diagnosed in these hospi-
tals are referred into the National Maternity Hospital for
further assessment and treatment.



Mechanisms of GP Referral for
Suspected Gynaecological Cancers
General Features
1. Referral letters should include the patient’s name, address, date of birth and the telephone numbers, including mobile and

work numbers. Any details of health insurance or medical card status should be included.
2. Any requirements with respect to interpreters should be noted.
3. Any other medical problems, allergies, medications, etc. should be included. 

National Maternity Hospital, Holles Street.

Referral letter should be posted or faxed to:
Colposcopy Clinic, National Maternity Hospital, 
Holles Street, Dublin 2. 
Fax No. 01 - 637 3191 for the attention of Ms. Andrea Roche/ 
Ms. Maureen Ward, Administrative Officer.

The Sister in the Gynaecology Clinic reviews the letter and arranges
urgent review of the letter by one of the Consultants. An urgent appoint-
ment is then allocated within two weeks of receiving the letter. The date
of the appointment will be notified to both patient and GP.

Multidisciplinary team established ✓

St. Vincent’s University Hospital

Referral letter should be posted or faxed to:
Ms. Nuala Kennedy, Administrative Officer at the office of St. Charles’
Ward, St. Vincent’s University Hospital, Elm Park, Dublin 4.  
Fax No. 01- 277 3508

The letter will be placed in the urgent consult box for gynaecology
patients on St. Charles Ward where it will be reviewed by the Gynae
Registrar or one of the Gynae Consultants who will then organise an
appointment within two weeks of the receipt of the letter. The date of
the appointment will be notified to both patient and GP. 

Multidisciplinary team established  ✓

St. Columcille’s Hospital

Referral letter should be posted to: 
the Gynaecology Clinic, St. Columcille’s Hospital, 
Loughlinstown, Co. Dublin and marked Urgent. 

Letters are date stamped on receipt to Clinic. These letters are reviewed
once a week by the Gynaecology Consultant who endeavours to arrange
urgent review within two weeks of receipt of the letter. The date of the
appointment will be notified to both patient and GP.

Multidisciplinary team established  ✗

� Post ✓

� Fax ✓

� Phone ✗

� E-mail ✗

� Post ✓

� Fax ✓

� Phone ✗

� E-mail ✗

� Post ✓

� Fax ✗

� Phone ✗

� E-mail ✗
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Key points

• Incidence: Approximately 1,564* new cases per annum
in Ireland. Overall lung cancer is the fourth most common
cancer in Ireland (excluding non-melanoma skin cancer).
In an analysis of 1994-1997 figures from the National
Cancer Registry, lung cancer incidence in the East Coast
was 34% below the regional average for males, and 21%
below for females .§

• Mortality: Lung cancer has the highest mortality overall.
There were approximately 1,404* deaths from Lung Cancer
in Ireland in 2002. In an analysis of 1994-1997 figures from
the National Cancer Registry, lung cancer mortality in the
East Coast was 25% below the regional average. ‡

• Age: Only 1% of cases occur before 40 years of age.
85% of cases occur over 60 years. Incidence is increasing
in women aged 55-60 years.

• Risk Factors: About 90% of patients are smokers or ex-
smokers.

Predominant Symptoms at presentation:
Cough 
Dyspnoea 
Haemoptysis 
Weight loss 
Chest/shoulder pain 
Hoarseness 

More than 90% of patients are symptomatic at the time of
diagnosis.

Chest X-ray findings are abnormal in the vast majority of
symptomatic patients. However, a normal chest X-ray
does not exclude a diagnosis of lung cancer.

In most cases, it is appropriate for a GP to request a chest
X-ray as an initial investigation, with referral to a Chest
Physician if the chest X-ray is suggestive/suspicious of lung
cancer.

In a limited number of circumstances, urgent referral to a
Chest Physician is appropriate without requesting a chest
X-ray.

Sputum cytology is rarely indicated prior to referral for a
specialist opinion.

* National Cancer Registry 2003  ‘Cancer in Ireland 1994 – 2002. 
Incidence, Mortality, Treatment and Survival’.  

§ Cancer Incidence in the Eastern Region, 1994-1997, Department of Public
Health, Eastern Regional Health Authority (2002).

‡ Mortality in the Eastern Region 1994-1998. Department of Public Health,
Eastern Regional Health Authority (2002).

Lung Cancer –
Referral Guidelines
It is stressed that the following are guidelines only.
Other clinical considerations may require urgent
referral for chest x-ray or to a chest physician.

Note: In most cases where lung cancer is suspected, it is
appropriate to arrange an urgent chest X-ray. If following
the result of the X-ray, an urgent referral to a chest physi-
cian is required, referral will be facilitated via the cancer
nurse coordinator.

Urgent Referral for a Chest X-ray

• Haemoptysis 

Unexplained or persistent (more than 3 weeks): 
• cough 
• change in chronic cough
• wheeze
• shortness of breath
• chest/shoulder pain 
• dyspnoea 
• weight loss 
• chest signs 
• hoarseness 
• finger clubbing 
• features suggestive of metastasis from a lung cancer (e.g.

brain, bone, liver, skin) 
• persistent cervical/supraclavicular lymphadenopathy 

Urgent referral to a Chest Physician

Any of the following:
• Chest X-ray suggestive/suspicious of lung cancer (including

unilateral or bilateral pleural effusion and slowly resolving 
consolidation). 

• Persistent haemoptysis, despite normal chest x-ray.
• Signs of superior vena cava obstruction (swelling of

face/neck with fixed elevation of jugular venous pressure). 
• Stridor (consider emergency referral). 
• Persistent symptoms other than the above should be

referred appropriately.

4. Lung Cancer
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Mechanisms of GP Referral for 
Suspected Lung Cancer

Send referral letter to :

Ms. Lisa CULLEN, 
Cancer Nurse Coordinator (Lung Cancer)
St. Vincent’s University Hospital,
Elm Park, Dublin 4.

Fax: 01-2774693
Please note that the fax number for referral letters 
has temporarily been changed to 01-2094989
(December 2004) 

Multidisciplinary team established ✓

� Post ✓

� Fax ✓

� Phone ✗

� E-mail ✗
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Key points

• Incidence: Approximately 1571* new cases per annum
in Ireland.  Overall, prostate cancer is the third most
common cancer in Ireland (excluding non-melanoma skin
cancer). Prostate cancer is the most common cancer for
men in Ireland (excluding non-melanoma skin cancer).  In
an analysis of 1994-1997 figures from the National Cancer
Registry, prostate cancer incidence in the East Coast was
28% higher than the regional average. § 

• Mortality: Approximately 540* deaths from Prostate
Cancer in Ireland in 2002. In an analysis of 1994-1997
figures from the National Cancer Registry, prostate cancer
mortality in the East Coast was 3% higher than the
regional average. ‡

• Age: 99% of cases occur in men aged >  50 years.
About 25% of cases present in men aged  < 70 years when
life expectancy is > 10 years.

Prostate Cancer may present in a number of ways:
• Abnormal DRE Induration/Firmness
• Palpable Nodule
• Abnormal PSA/Bone Profile
• Haematuria
• Bone Pain / Cord Compression
• Problems with urination e.g. slowstream, frequency,

nocturia
• Chronic Retention
• Renal Failure

With increasing awareness of PSA, Prostate Cancer
is being detected on the basis of an elevated PSA,
increasingly performed by the GP, as part of a well-
man check-up.
Clinically Significant Cancer should be suspected
on the basis of:
• an elevated age-specific PSA
• rising PSA on sequential measurements
• palpable nodule with normal/raised PSA
• prostatic induration with normal/raised PSA
• unexplained bone pain
• renal failure
• disseminated intra-vascular coagulation (DIC)
• cord compression

* National Cancer Registry 2003  ‘Cancer in Ireland 1994 – 2002. 
Incidence, Mortality, Treatment and Survival’.  

§ Cancer Incidence in the Eastern Region, 1994-1997, Department of Public
Health, Eastern Regional Health Authority (2002).

‡ Mortality in the Eastern Region 1994-1998. Department of Public Health,
Eastern Regional Health Authority (2002).

Recommended age-adjusted Prostate Specific
Antigen (PSA) cut-off values
Age (years) PSA Cut-off Value (ng/ml)
40-49 2.5
50-59 3.5
60-69 4.5
70-79 6.5

Interpretation of Prostate Specific Antigen (PSA)
Values
PSA value Interpretation
0.5-4.0  ng/ml Normal
4-10  ng/ml 20% chance of cancer
>10 ng/ml  50%+ chance of cancer
Rise of   >20%/year Refer for Biopsy

The diagnosis of Prostate Cancer is suspected on the basis
of an abnormal DRE and elevated PSA. However, the
following may lead to a false clinical diagnosis of Prostate
Cancer on DRE: 
• Benign Prostatic Hyperplasia (BPH)
• Prostatic calculi
• Prostatitis
• Ejaculatory duct abnormalities
• Seminal vesicle abnormalities
• Rectal wall phlebolith
• Rectal muscosal polyp or tumour

Similarly PSA levels may be transiently elevated in
a number of situations:
• Acute prostatitis
• Urinary Tract Infection
• Urinary Retention
• ? Following intercourse
• ? Post exercise, particularly cycling
• ? Post catheterisation

Abbreviations
BPH Benign Prostatic Hyperplasia
CT Computerised Tomography
DIC Disseminated Intra-vascular Coagulation
DRE Digital Rectal Examination
IPSS International Prostate Symptom Score
LUTS Lower Urinary Tract Symptoms
MRI Magnetic Resonance Imaging
MSU Mid-stream Specimen of Urine
PSA Prostate Specific Antigen
PVR Post void residual
TRUS Trans Rectal Ultrasound

5. Prostate Cancer
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Guidelines For Diagnosing Benign
Prostatic Hyperplasia (BPH)
The diagnosis of prostate cancer is inseparable from the presentation of Benign Prostatic Hyperplasia. Both
conditions occur in similar age groups, and are widely prevalent. The following is a suggested algorhythm
for the assessment, investigation and diagnosis of these two conditions
Adapted from: ‘Shared Care for Prostatic Diseases’ and reproduced with kind permission of authors Roger S. Kirby FRCS, John M. Fitzpatrick, Michael G. Kirby McBs.
Martin Dunitz/Taylor & Francis Group plc. 2001

34

Patients seeking
reassurance

Symptoms of
'prostatism'

Case finding on three
questions to patient

"Is your stream reduced?"
"Do you have to get up at night 

to go to the toilet?"
"Are you worried by your

symptoms?"IPSS and history
DRE/abdominal examination

Urinalysis (if positive, take MSU)
PSA estimation

PVR and flow rate, if possible

High symptom score
Abnormal DRE
Palable bladder

History of recurrent urinary 
tract infection / haematuria

PSA > 4.0 ng/ml

Refer to urologist

Flow studies
PVR urine measurement

Urodynamic studies
TRUS and biopsy

Surgical treatment if clearly 
obstructed and 'bothered' by 

symptoms

'Watchful waiting' Medical Treatment

Review in 3-6 monthsReview in 12 months

Alpha 
blocker

or 5-α-reductase
inhibitor

No response to treatment
PSA increased by >20%

Moderate symptom score / little 
'bother'

Benign prostate on DRE
Impalpable bladder

No urinary tract infection / 
haematuria

PSA < 4.0 ng/ml



Guidelines For Diagnosing and
Managing Prostate Cancer
Adapted from: ‘Shared Care for Prostatic Diseases’ and reproduced with kind permission of authors Roger S. Kirby FRCS, John M. Fitzpatrick, Michael G. Kirby McBs.
Martin Dunitz/Taylor & Francis Group plc. 2001

Suspicious prostate on DRE or raised PSA

Start hormonal treatment Radiation therapy or hormonal 
treatment

Radiation therapy or radical 
prostatectomy (watchful waiting 

if life expectancy < 10 years)

Positive Negative

CT/MRI scan to exclude lymph node metastases if PSA > 10 ng/ml

Bone scan if PSA > 20 or Gleason ≥ 7
Palpable disease

Histology positive for 
adenocarcinoma

Histology negative - Reassess 
with PSA in 6-12 months

PIN III or suspicious biopsy

Positive Negative

TRUS-guided biopsy

Refer to urologist if PSA > age 
specific normal range

Check / recheck PSA
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Whom to Refer
• Severe lower urinary tract symptoms with or without suspicion of Prostate Cancer
• Evidence of urinary retention
• Frank haematuria
• Failed trial of alpha-Blocker or 5-alpha-reductase inhibitor
• Abnormal age-specific PSA (after excluding confounding variables)
• Persistently raised PSA on retesting
• Rising trend in PSA on sequential measurements
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Mechanisms of GP Referral for
Suspected Prostate Cancer

Referral to St. Vincent’s University Hospital:

Referral letter to Mr. Gerard Lennon or Mr. David Mulvin
or Mr. David Quinlan, Consultant Urologists

For the attention of 
Ms. Kirsty Whaley,
Secretary to Mr. Gerard Lennon, Consultant Urologist, 
Dept. of Urology, St. Vincent’s University Hospital,
Elm Park,  Dublin 4.    
Fax: 01-2774190     Tel. 01-2774141

or
Ms. Kirsty Whaley, 
Secretary to Mr. David Mulvin, Consultant Urologist, 
Dept. of Urology, St. Vincent’s University Hospital,
Elm Park,  Dublin 4.     
Fax: 01-2774190    Tel. 01-2774141

or
Ms. Kirsty Whaley,
Secretary to Mr. David Quinlan, Consultant Urologist, 
Dept. of Urology, St. Vincent’s University Hospital,
Elm Park,  Dublin 4.    
Fax: 01-2774190    Tel. 01-2774141

Multidisciplinary team established   ✓

� Post ✓
� Fax ✓
� Phone ✓
� E-mail ✗
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6.  Psychosocial Distress 
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Risk Factors 
Lack of adequate social support is the most significant factor
in predicting poor psychological adjustment.  
Zabora and colleagues (John Hopkins Oncology Centre,
Maryland 1995) surveyed 4,496 cancer patients using the
Brief Symptom Inventory and found that 35% had significant
levels of distress. The predictors of high psychological
distress were:
• Lower social support 
• Tumour with a poor diagnosis
• Younger age group 
• Lower socio-economic group

Psychosocial needs of patients across the cancer
continuum
Patients in active treatment need:  
• Information about their condition and treatment plan 
• Support with their ability to cope with the stress of treatment
• Assistance in symptom management 
• Patients in active in-patient treatment are currently

supported through cancer nurse co-ordinators and
specialist nurses.

Definition of Psychosocial Distress in Cancer
“Distress is a multifactorial unpleasant emotional experience of a psychological (cognitive, behavioural, emotional), social,
and/or spiritual nature that may interfere with the ability to cope effectively with cancer, its physical symptoms and its treat-
ment. 
Distress extends along a continuum, ranging from common normal feelings of vulnerability, sadness and fears to problems
that can become disabling, such as depression, anxiety, panic, social isolation, existential and spiritual crisis.” 
NCCN Practice Guidelines in Oncology –v.1.2003

Most recent surveys show that 50-60% of cancer patients follow a normal psychological adjustment pattern to a cancer diag-
nosis, which includes periods of heightened distress (Laffoy 1999).  Approximately 30% develop clinical anxiety or depres-
sion and a small percentage of those develop serious psychological and psychiatric difficulties. 

6.  Psychosocial Distress 

Reactive anxiety 
& depression
22%

Major depression
4%

Organic mental 
disorders
3%

Personality disorders
2%

Anxiety disorders
1%

Distressed
32%

Patients coping 
adequately
36%

Incidence of co-morbid psychological conditions in a cancer population. 
Adapted from Derogatis et al 1983
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Survivors need assistance with:
• Fear of recurrence
• Greater sense of vulnerability 
• Worry about delayed physical effects
• Sexual problems related to treatment/ sterility 
• Post-traumatic stress disorder
• Adjustment to limited career goals 
• Health insurance problems

Palliative care patients need:
• Management of the transition with the patient and family 
• Information 
• End of life issues 

Normal Psychological responses to crisis encoun-
tered with Cancer

Phase I Symptoms 
Initial response Disbelief, denial, despair

Phase II
Dysphoria Anxiety, depressed mood, anorexia,

insomnia, poor concentration, inability
to function, symptoms gradually decline.

Phase III
Adaptation Accepts the validity of information and

begins dealing with the options available.
Finds reasons for optimism. Resumes
normal activity.

Patients vary considerably in the length of time they spend
in each phase. Phase I can last up to a month and phase II
is at its most intense for three months following initial diag-
nosis and can reoccur with each significant change in the
progression of the disease.

Depression
In assessing depression, the overlap of the physical
symptoms of cancer, fatigue, insomnia and loss of appetite
and similar symptoms of depression requires that the
psychological symptoms of worthlessness and hopeless-
ness if reported, are considered indicative of a depressed
state accompanying the illness. 

“A diagnosis of major depression in patients is best evalu-
ated by the severity of depressed mood, loss of interest
and pleasure, the degree of feelings of hopelessness, guilt and

worthlessness and the presence of suicidal thoughts.”
National Health & Medical Research Board  (Australia) 2003.

Suicide Risk
The incidence of suicide is higher in patients with cancer
compared with the general population.  It is unknown what
contribution cancer makes to suicide rates in Ireland.
Holland (1998) outlined the factors to attend to in assessing
the possibility of suicide risk in cancer patients. Fear of
uncontrolled pain is the single most significant factor in
reported suicide ideation in this client group.  

Medical 
• Uncontrolled pain
• Delirium with poor impulse control 
• Debilitation, exhaustion and fatigue

Personal 
• Prior history of depression or suicide attempt

(patient or family)
• Prior psychiatric disorder
• Prior alcohol or drug abuse
• Depression and hopelessness
• Recent loss/bereavement
• Social isolation 

The National Comprehensive Cancer Network (NCCN)
Clinical Practice Guidelines in Oncology – v.1.2003 contains
an easy to use screening tool for distress measurement in a
primary care setting. Copy of this screening tool for meas-
uring distress is shown in appendix iii.  (Copy of screening tool
reproduced with permission from the NCCN Clinical Practice
Guidelines Distress Management, The Complete Library of
NCCN Clinical Practice Guidelines in Oncology {CD-ROM}.
Jenkintown, Pennsylvania: National Comprehensive Cancer
Network, March 2004).  The most recent and complete
version of the guideline is available on www.nccn.org
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Mechanisms of GP Referral for 
Psychosocial Distress
Many cancer patients experience psychological distress as part of the process of adapting to a serious illness. Families and carers
are often in need of education and support. Patients and their families, with mild or moderate transient distress would benefit
from talking with the cancer nurse specialists and access to the Cancer Support Centres or the Irish Cancer Society.

For information and contact details for Cancer Support Centres in the East Coast Area and the Irish Cancer Society please refer to Appendix II.

Referral options for patients with co-morbid psychological conditions and serious family problems:

1. Referral to the Psycho-oncology Service for East Coast Area Health Board

Send referral letter by post or fax to:
Ms. Ursula Bates
Senior Clinical Psychologist
Lios Aoibhin Cancer Support Centre
Herbert Avenue
Dublin 4

Phone - 01 2773545
Fax - 01 2837556

2. Referral to local area Mental Health Service – particularly if they have previously attended such services.  

As the Mental Health Service in the East Coast Area is delivered on a
catchment area basis, the referral letter should be posted to Consultant
on Call at the appropriate area within which the patient resides.  
• Patients residing in CCA 1 (Dún Laoghaire and environs) - referral

letter to Consultant on Call, Cluain Mhuire Family Centre,
Newtownpark Ave., Blackrock, Co. Dublin.

• Patients residing in CCA 2 (Clonskeagh and environs) - referral
letter to Consultant on Call, Vergemount Psychiatric Unit,
Clonskeagh, Dublin 6. Note: this unit is due to move to the St.
Vincent’s University Hospital campus in the future.

• Patients residing in CCA 10 (Wicklow, excluding electoral area of
Baltinglass) – referral letter to Consultant on Call, Newcastle Hospital,
Greystones, Co. Wicklow.

3.  Referral to the community Psycho-oncology Clinic at Bray Cancer Support and Information Centre
(afternoon Clinics held on alternate Tuesdays)

Send referral letter by post to
Ms. Ursula Bates
Senior Clinical Psychologist
Bray Cancer Support and Information Centre, 
36B Main Street, Bray, Co. Wicklow.

� Post ✓
� Fax ✓
� Phone ✓
� E-mail ✗

� Post ✓
� Fax ✗
� Phone ✗
� E-mail ✗

� Post ✓
� Fax ✗
� Phone ✗
� E-mail ✗
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4. Patients with symptoms of severe depression, anxiety, dementia and suicidal risk should be referred to
the local psychiatric service.

As the Psychiatric Service in the East Coast Area is delivered on a
catchment area basis, the referral letter should be posted to
Consultant on Call at the appropriate area within which the patient
resides.  
• Patients residing in CCA 1 (Dún Laoghaire and environs) - referral

letter to Consultant on Call, St. John of God’s, Stillorgan, Co. Dublin.
• Patients residing in CCA 2 (Clonskeagh and environs) - referral

letter to Consultant on Call, Vergemount Psychiatric Unit,
Clonskeagh, Dublin 6. Note: this unit is due to move to the 
St. Vincent’s University Hospital campus in the future.

• Patients residing in CCA 10 (Wicklow, excluding electoral area of
Baltinglass) - referral letter to Consultant on Call, Newcastle
Hospital, Greystones, Co. Wicklow.

44

� Post ✓
� Fax ✗
� Phone ✗
� E-mail ✗
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Related articles

The following documents were reviewed by the Working Groups. 
Web addresses valid at April 2004.

General
• Prodigy – Practical Support for Clinical Governance – Prodigy Guidance - each site specific cancer guideline.

www.prodigy.nhs.uk/guidance.asp
• NHS – Referral Guidelines for Suspected Cancer www.dh.gov.uk
• NHS – Understanding the NHS Cancer Referral Guidelines

www.cancerbacup.org.uk/Aboutcancer/NHSreferralguidelines
• Suspected Cancer Referral Forms for each site specific cancer

www.dh.gov.uk/PolicyAndGuidance/HealthAndSocialCareTopics/Cancer/CancerPublication
• BMJ, June 30 2001;322:1555-1556  – Is the two week rule for cancer referrals working?

bmj.bmjjournals.com
• Family Practice Vol 19 No. 6 2002  – Primary care oncology: essential if high quality cancer care is to be

achieved for all
• BMJ, March 25; 2000: 320:838-839 – Waiting times for cancer patients in England after general practitioners’

referrals: retrospective national survey. bmj.bmjjournals.com

Breast Cancer 
• Breast Cancer Management – Clinical Guidelines, Clinical Guidelines Committee, Royal College of Surgeons in

Ireland (2000). www.rcsi.ie
• Ann R Coll Surg Engl. 2001 Jan;83(1):58-60 – Audit of referral practice to a fast-access breast clinic before

guaranteed 2-week wait. Abstract available at: www.ncbi.nlm.nih.gov
• Eur J Surg Oncol. 2000 Sep;26(6):536-9 – Has the breast cancer ‘two week wait’ guarantee for assessment

made any difference? Abstract available at: www.ncbi.nlm.nih.gov
• Eur J Surg Oncol 1997; 23(3): 198-201 – Evaluation of general practitioner referrals to a specialist breast
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Patient Support Groups in the
East Coast Area 

Bray Cancer Support Centre
The Bray Cancer Support Centre is a local service oper-
ating a drop-in centre covering Wicklow and South
Dublin. It provides a wide range of support activities to
the patient and family.

O’LEARY, Ms. Veronica
Director
Bray Cancer Support and Information Centre,
36b Main St.,
Bray,
Co. Wicklow.
Phone: 01-2866966
Fax: 01-2765512
email: bcsc@iol.ie
Website: www.braycancersupport.ie

Greystones Cancer Support
Greystones Cancer Support is an active community
support group that provides guidance, encouragement
and support to cancer patients, their families and their
friends in Greystones and the surrounding area.

KELLEHER, Ms. Kathleen
Greystones Cancer Support Centre,
La Touche Place,
Greystones,
Co. Wicklow.
Phone: 01-2871601
Fax: 01-2871601
email: greystonescancersupport@eircom.net

Lios Aoibhinn Cancer Support Centre
This is a new service for the East Coast Area Health
Board.
The aim is to provide a range of supportive services to
people affected by cancer, with the flexibility to adapt to
individual needs, to enable individuals to live as full and
active a life as possible with the focus on all things that
enhance quality of life.

HAYES, Ms. Anne
Director
Lios Aoibhin Cancer Support Centre
Herbert House
St. Anthony’s 
Herbert Avenue
Dublin 4.  
Phone: 01-2773545

Stillorgan & District Cancer Support Service
This organisation offers emotional and practical support
to patients and families affected by cancer.

LANE, Ms. Sheila R.G.N., S.C.M.
80 Marsham Court,
Stillorgan,
Co. Dublin.
Phone: 01-2885725

Turning Point
Turning Point provides psychotherapy, counselling, stress
management, mediation, supervision services and
training.

WALSH, Ms. Mary Paula
Turning Point,
23 Crofton Road,
Dún Laoghaire,
Co. Dublin.
Phone: 01-2801094
email: info@turningpoint.ie
Website: www.turningpoint.ie

Irish Cancer Society
Founded in 1963. Funds research, welfare, information
and educational programmes.
Highlights prevention and treatments. Limited home
nursing service. Freephone information and support
service. Cancer library service.

The Director,
Irish Cancer Society,
5 Northumberland Rd,
Dublin 4.
Phone: 01-2310500
Fax: 01-2310555
email: reception@irishcancer.ie

helpline@irishcancer.ie
Website: www.cancer.ie
Helpline: 1 800 200 700
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Brain Tumour Support Group
Support group for patients and their families. Monthly
meetings in St. Luke’s Hospital, Highfield Road, Rathgar,
Dublin 6.

The Director,
Brain Tumour Support Group,
5 Northumberland Rd,
Dublin 4.
Phone: 01-2310500
Fax: 01-2310555
email: support@irishcancer.ie
Website: www.cancer.ie
Helpline: 1 800 200 700

Cancer Plus
Cancer Plus is a support group for the parents of a child
who has been diagnosed with cancer. The aims of
Cancer Plus are to help parents come to terms with
their children’s diagnosis of cancer, and to discuss the
feelings and anxieties that may be experienced by
parents who are told that their child will have surgery or
receive chemotherapy / radiotherapy for their cancer.

Cancer Plus,
c/o Irish Cancer Society,
5 Northumberland Rd,
Dublin 4.
email: support@irishcancer.ie
Website: www.cancer.ie
Helpline: 1 800 200 700

Canteen
National support group for young people affected by
cancer and for their families and friends. Activities
include holidays, weekends away, regular meetings and a
regular newsletter. Services overseen by a teenage run
steering committee.

Canteen,
c/o Irish Cancer Society,
5 Northumberland Rd,
Dublin 4.
email: reception@irishcancer.ie

canteen@oceanfree.ie
Website: www.cancer.ie

 www.canteen.ie
Helpline: 1 800 200 700

Chronic Myeloid Leukaemia Group
c/o Irish Cancer Society,
5 Northumberland Rd,
Dublin 4.
email: support@irishcancer.ie
Website: www.cancer.ie
Helpline: 1 800 200 700

Colostomy Care Group
Support for patients who have had or are about to have
surgery to treat cancer in the colon or rectum. Personal
contact between patients and volunteers, who listen,
answer questions and offer advice.

Colostomy Care Group,
c/o Irish Cancer Society,
5 Northumberland Rd,
Dublin 4.
email: support@irishcancer.ie
Website: www.cancer.ie
Helpline: 1 800 200 700

Genetic Breast Cancer Support Group
c/o Irish Cancer Society,
5 Northumberland Rd,
Dublin 4. 
email: support@irishcancer.ie
Website: www.cancer.ie
Helpline: 1 800 200 700

Hodgkin’s United Group
Support group for people who have Hodgkin’s
Lymphoma or non-Hodgkin’s lymphoma and their
families. Up to date information, practical advice and
emotional support. Educational and social meetings.

Hodgkin’s United Group,
c/o Irish Cancer Society,
5 Northumberland Rd,
Dublin 4.
email: support@irishcancer.ie
Website: www.cancer.ie
Helpline: 1 800 200 700
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Laryngectomy Association of Ireland
Support group for patients having laryngectomies, and
their families and friends. Information & support, educa-
tion and social meetings.

Laryngectomy Association of Ireland,
c/o Irish Cancer Society,
5 Northumberland Rd,
Dublin 4.
email: support@irishcancer.ie
Website: www.cancer.ie
Helpline: 1 800 200 700

Irish Lymphoedema  Support Network
c/o Irish Cancer Society,
5 Northumberland Rd,
Dublin 4.
Phone: 01-2310500
Fax: 01-2310564
email: michaelclancy1@hotmail.com
Website: www.cancer.ie
Helpline: 1 800 200 700

Men against Cancer
Men Against Cancer promotes awareness amongst the
general public of men’s cancers, in particular testicular
and prostate cancer. The group also offers support and
counselling to men who have the disease and to their
families.

Men against Cancer,
c/o Irish Cancer Society,
5 Northumberland Rd, Dublin 4.
email: support@irishcancer.ie  
Website: www.cancer.ie
Helpline:1 800 200 700

Reach to Recovery/Mastectomy Support Group.
Supportive programme for women who need or who
have had breast surgery. Trained volunteers. Phone-in
advice service Monday to Friday on 1800 200700
between 10am and 4pm. Temporary prostheses supplied
and advice given on permanent breast forms and
clothing.

Reach to Recovery/Mastectomy Support Group,
c/o Irish Cancer Society,
5 Northumberland Rd, Dublin 4.
email: support@irishcancer.ie
Website: www.cancer.ie
Helpline: 1 800 200 700

Irish Association for Palliative Care
A multi-professional organisation working in the field of
Palliative Care, providing education, support and
networking opportunities for professionals, as well as
making publications and booklets available.

DEMPSEY, Ms. Mary
Irish Association for Palliative Care,
Secretariat, 
PO Box 5593,
Ballsbridge,
Dublin 4.
Phone: 01-2310500
Fax: 01-2310555
email: info@iapc.ie
Website: www.iapc.ie
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Distress Thermometer (DIS-A) Figure (distress screening tool) 

The Distress Thermometer illustrated on the following page is reproduced with permission from the National Comprehensive
Cancer Network (NCCN) Distress Management Guidelines, The Complete Library of NCCN Clinical Practice Guidelines
in Oncology [CD-ROM].  Jenkintown, Pennsylvania: National Comprehensive Cancer Network, March 2004.  The most recent
and complete version of the guideline, is available on www.nccn.org
Permission for reproduction is granted for the period April 2004 to March 2007.

“These Guidelines are a work in progress that will be refined as often as new significant data becomes available.”

“The NCCN Guidelines are a statement of consensus of its authors regarding their views of currently accepted approaches
to treatment.  Any clinician seeking to apply or consult any NCCN guideline is expected to use independent medical
judgment in the context of individual clinical circumstances to determine any patient’s care or treatment.  The National
Comprehensive Cancer Network makes no warranties of any kind whatsoever regarding their content, use or application
and disclaims any responsibility for their application or use in any way.”

“These Guidelines are copyrighted by the National Comprehensive Cancer Network.  All rights reserved.  These Guidelines
and illustrations herein may not be reproduced in any form for any purpose without the express written permission of the
NCCN.”
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Instructions: First please circle the
number (0-10) that best describes how
much distress you have been experi-
encing in the past week including today.

Extreme Distress

No Distress

Second: please indicate if any of the
following has been a problem for you in
the past week including today. Be sure
to check YES or NO for each.

YES NO Practical Problems

Child Care

Housing

Insurance

Transportation

Work/school

Family Problems

Dealing with children

Dealing with partner

Emotional Problems

Depression

Fears

Nervousness

Sadness

Worry

Spiritual/religious

concerns

Loss of faith

Relating to God

Physical Problems

Appearance

Bathing/dressing

Breathing

Changes in urination

Constipation

Diarrhoea

YES NO

Eating

Fatigue

Feeling Swollen

Fevers

Getting Around

Indigestion

Mouth Sores

Nausea

Nose dry/congested

Pain

Sexual

Skin dry/itchy

Sleep

Tingling in hands/feet

Other Problems:

Distress Management – Screening
tools for measuring distress

10

9

8

7

6

5

4

3

2

1

0
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Development of referral guidelines
Membership of Working Groups for each site
specific Cancer

BREAST
Chair: Professor Niall O’Higgins, Consultant in General
Surgery
Ms. Catherine Masterson, Cancer Nurse Coordinator
Dr. Emer Fahy, GP
Dr. Monica McWeeney, GP
Dr. Ann Marie O’Farrell, GP
Dr. Mary Short, GP

COLORECTAL
Chair: Mr. John Hyland, Consultant in General and
Colorectal Surgery
Ms. Ann White, Cancer Nurse Coordinator
Dr. Edward Daly, GP
Dr. Patrick Foy, GP
Dr. Tim Gleeson, GP
Dr. John F. Murphy, GP
Dr. Sorcha Quigley, GP
Dr. Gertrude Ronan, GP

GYNAECOLOGICAL
Chair: Dr. Grainne Flannelly, Consultant in Obstetrics &
Gynaecology
Ms. Siobhan Hollingsworth, Cancer Nurse Coordinator
Dr. Siobhán Graham, GP
Dr. Geraldine Holland, GP
Dr. Ann Marie O’Farrell, GP
Dr. Deirdre O’Gorman, GP
Dr. Noreen O’Hanrahan, GP
Dr. Brigid Sheehy, GP
Dr. Mary Short, GP
Dr. Michael Flynn, ICGP Representative

LUNG
Chair: Dr. Charles Gallagher, Consultant in Respiratory
Medicine
Ms. Lisa Cullen, Cancer Nurse Coordinator
Dr. James Masterson, Radiologist
Dr. Desmond Connolly, GP
Dr. Neil Golden, GP
Dr. Karl Kavanagh, GP
Dr. John McManus, GP
Dr. Mary Short, GP
Dr. Patrick Treacy, GP

PROSTATE
Chair: Mr. Gerard Lennon, Consultant Urologist
Dr. Niall Ó Cléirigh, GP Unit Doctor
Dr. John Conalty, GP
Dr. Denis Corboy, GP
Dr. Paul Gregan, GP
Dr. Ray Hawkins, GP
Dr. John McManus, GP
Dr. Patrick Treacy, GP

PSYCHOSOCIAL DISTRESS
Chair: Ms. Ursula Bates, Senior Clinical Psychologist
Professor Kevin Malone, Professor of Psychiatry 
Dr. Elizabeth Daly, GP
Dr. Thomas Duggan, GP
Dr. Emer Fahy, GP
Dr. Mary Slevin, GP

AUDIT
Chair: Dr. Davida de la Harpe, Specialist in Public
Health Medicine
Dr. Patrick O’Sullivan, Specialist Registrar in Public
Health Medicine
Dr. Grainne Flannelly, Chair, Gynaecological Cancer
working group
Dr. Charles Gallagher, Chair, Lung Cancer working
group
Mr. John Hyland, Chair, Colorectal Cancer working
group
Mr. Gerard Lennon, Chair, Prostate Cancer working
group
Professor Niall O’Higgins, Chair, Breast Cancer working
group

EAST COAST AREA HEALTH BOARD 
REPRESENTATIVES
Ms. Mary O’Connell, Assistant Chief Executive Officer
Ms. Niamh O’Rourke, A/Director of Primary Care
Mrs. Patricia O’Callaghan, Senior Project Officer, Cancer
& Palliative Care Services
Mr. Colm de Búrca, Project Officer, Cancer & Palliative
Care Services
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Membership of the East Coast Cancer Directorate, 2004

Mr. John Hyland, Regional Cancer Director, St Vincent’s University Hospital, Elm Park, Dublin 4.
Professor Conrad Timon, Consultant in Ear, Nose & Throat, Head & Neck Surgery,
(Cancer Co-ordinator), Royal Victoria Eye & Ear Hospital, Adelaide Rd, Dublin 2.
Dr. Grainne Flannelly, Consultant in Obstetrics & Gynaecology (Cancer Co-ordinator), National Maternity Hospital,
Holles St, Dublin 2.
Mr. Declan Magee, Consultant in General Surgery, (Cancer Co-ordinator), St Columcille’s Hospital, Loughlinstown,
Co. Dublin.
Mr. Joseph Duignan, Consultant in General Surgery, (Cancer Co-ordinator), St Michael’s Hospital, Dún Laoghaire, Co.
Dublin.
Professor Diarmuid O’Donoghue, Consultant in Gastroenterology, (Cancer Co-ordinator), St Vincent’s University
Hospital, Elm Park, Dublin 4.
Professsor John Armstrong, Consultant Radiologist, St. Luke’s Hospital, Highfield Rd, Rathgar, Dublin 6.
Dr. Sarah Rogers, Consultant Dermatologist, City of Dublin Skin & Cancer Hospital, Hume St, Dublin 2.
Dr. John Crown, Consultant in Medical Oncology, Medical Oncology, St Vincent’s University Hospital, Elm Park, Dublin 4.
Dr. David Fennelly, Consultant in Medical Oncology, Radiation Oncology, St Vincent’s University Hospital, Elm Park,
Dublin 4.
Dr. Michael Moriarty, Consultant Radiation Oncologist, Radiation Oncology, St Vincent’s University Hospital, Elm
Park, Dublin 4.
Dr. Michael Flynn, G.P., Johnstown Medical Centre, Johnstown Rd, Cabinteely, Co. Dublin.
Ms. Eileen Maher, Director of Nursing, St Luke’s Hospital, Highfield Rd, Rathgar, Dublin 6.
Ms. Tanya King, Divisional Nurse Manager, St Vincent’s University Hospital, Elm Park, Dublin 4.
Dr. Eoin Tiernan, Consultant in Palliative Medicine, Blackrock Hospice & St Vincent’s University Hospital, Elm Park,
Dublin 4.
Professor Kieran Sheahan, Consultant in Histopathology, St Vincent’s University Hospital, Elm Park, Dublin 4.
Mr. Enda McDermott, Consultant General Surgeon, (Chairperson, Cancer Care Committee, St. Vincent’s University
Hospital), St Vincent’s University Hospital, Elm Park, Dublin 4.
Mr. Eamonn Fitzgerald, Deputy CEO, St Vincent’s University Hospital, Elm Park, Dublin 4.
Dr. Marie Laffoy, Director of Public Health, Eastern Regional Health Authority, Dr. Steeven’s Hospital, Dublin 8.
Ms. Eileen O’Donovan, Service Planner, Cancer Services, Eastern Regional Health Authority, Stewart’s Hospital, Mill
Lane, Palmerstown, Dublin 20.
Ms. Mary O’Connell, Assistant Chief Executive Officer, East Coast Area Health Board, Block B, The Civic Centre,
Main Street, Bray, Co. Wicklow.
Ms. Niamh O’Rourke, A/Director of Primary Care, East Coast Area Health Board, Block B, The Civic Centre, Main
Street, Bray, Co. Wicklow.

Secretariat

Ms. Gerri Shesgreen, Secretary to the East Coast Cancer Directorate, 1st Floor, St. Rita’s Building, St. Vincent’s
University Hospital, Elm Park, Dublin 4. Phone: 01 2774134, Fax: 01 2774151. Email: g.shesgreen@st-vincents.ie
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Glossary

Adenomatous polyp
Benign wart-like growth.

Clubbing
A condition affecting the fingers and toes
resulting in thickening and widening of the
extremities with abnormally curved nails.

Dyspnoea
Difficulty in breathing; shortness of breath

Fibroid
Benign tumour made up of fibrous tissue.

Haemoptysis
Spitting or coughing up blood from the lungs.

Hypertension
Abnormally high blood pressure.

Induration
Thickened area.

Lymphadenopathy
Any disease process affecting a lymph node or
lymph nodes, usually resulting in enlargement.

Metastasis 
Secondary growth of cancer at a site distant
from the site of origin.

Naevi 
Moles.

Periosteal
Relating to the fibrous membrane covering the
surface of a bone.

Pleural effusion
Accumulation of fluid around the lungs.

Polyuria
Excessive secretion of urine.

Postcoital
Occurring after sexual intercourse.

Proteinuria
Excess protein in the urine.

Serosanguineous
Containing both blood and serous fluid.

Stridor
A high-pitched noisy respiration due to
obstruction of the airway.

Superior vena caval obstruction (SVCO)
Obstruction of the large vein which returns
blood from the head, neck and upper limbs to
the heart.

Supraclavicular lymphadenopathy
Enlargement of lymph nodes in the area above
the clavicle or collar bone.

Abbreviations
BPH Benign Prostatic Hyperplasia
CPC Colposcopy Pathology Conference
CT Computerised Tomography
DIC Disseminated Intra-vascular Coagulation
DRE Digital Rectal Examination
HRT Hormone Replacement Therapy
IPSS International Prostate Symptom Score
LLETZ Long loop excision of the transition zone
LUTS Lower Urinary Tract Symptoms
MRI Magnetic Resonance Imaging
MSU Mid-stream Specimen of Urine
PCB Postcoital bleeding
PMB Postmenopausal bleeding
PSA Prostate Specific Antigen
PVR Post void residual
TRUS Trans Rectal Ultrasound
VIN Vulval Intraepithelial Neoplasia

Glossary source – NHS Referral Guidelines for
Suspected Cancer, 2000




